The community, however, is not so constructed. Rather, it is many communities-communities interacting with each other and within themselves-each with their own patterns of health. Inner-city communities are different from outer urban communities, and both of these are different from rural communities. There are the marked differences between Aboriginal and non-Aboriginal communities, and between migrant groups. There are also masked differences. For example, in the South West of Sydney the health of the population is about the same as the average for New South Wales, but the massed data belie the poor health of the Australian-born residents locked into poverty. Their predicament is diluted by the better health of migrant populations. 4 By attending to the health needs of particular communities, overall population health can be improved. This is not to deny the importance of mass campaigns such as immunisation, which depend on reaching into communities for their effectiveness.
Community participation and social inclusion are now ideas of good currency. They are intuitive ideas for many and influence the way politicians think. Communities think this way as they search for quality in communal life. With this emphasis on community, there is a shift towards young people and their development as the pivot for local initiatives. This shift in concern for young people is a threshold test for the capacity of our communities to be nurturing and protective environments. 
SOCIAL INCLUSION AND THE PUBLIC HEALTH: THE CASE FOR PARTNERSHIPS
A colleague questioned, 'Has it ever been shown, by before-and-after studies, that community development or building community capacity has a beneficial outcome?' This question causes us to take stock. It is a strongly held view in health and welfare that the nature of communities and the relationships they support are fundamental to social health and wellbeing. Theologians explore this very connection. 5 There are data to show that communities with material resources, social and psychological support, shared values, reinforcing psychological and social networks, supportive family structures, teachers, physicians and health care, artists, and, some sense of purpose for living, have better health and wellbeing than those that do not. 6 By creating these attributes in communities, we believe health will be improved.
Our knowledge of the relationship between community and health comes mainly from the evidence of negative effects, and historical precedents, such as the morbidity and mortality associated with extreme national poverty, social class, occupational health, indigenous peoples, fractured inner-city communities, homeless populations, marginalised groups and historical trends that show improvements with economic and social development. 
HEALTH DEVELOPMENT
David Legge describes health development in terms of conditions, pathways, agents and partnerships. 8 The agents are the practitioners and organisations of public health, practitioners and organisations of health care, stakeholders, and policy makers in the 'other sectors' of social practice and citizens. The preconditions for health are access to basic material resources, security from material hazard, access to personal health care including personal preventive services and healthy and safe patterns of living. The pathways to health, he argues, are through partnerships including the people whose health is at stake. Thus the metaphor in health development is 'partnerships' and 'strategies of practice' rather than specific disease interventions characteristic of much public health. There are obvious synergies with community development.
The effectiveness of community development is most obvious in developing countries and in situations where marginalised groups can be assisted. This is being attempted in outer urban localities of South West Sydney. 9 But the capability of communities to change must be treated cautiously. Tony Vinson, emeritus professor of social work, restudied the communities he researched in the 1970s and found the inequalities persisting 30 years later. 10 A report of the health inequalities in the London Borough of Camden showed the differentials reported by Charles Booth in his survey of 1896 were exactly reproduced a century later.
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Grand schemes Western governments are to an increasing extent taking up social-health issues to do with social capital and connectedness. Public health concerns are moving beyond the issues of nutrition, shelter, health services, access to health care and protection against infection, to issues bound up with our modern existence, social and community objectives and our relationships. That is not to deny the importance of material welfare and equity, and the effect of epidemic diseases.
There are many national and state initiatives in Australia that exhibit the themes of community partnerships, particularly in regard to young people-their future and their connectedness: • National Framework for Suicide Prevention LIFE:
Living Is For Everyone.
To take a few examples from these, the National AntiCrime Strategy says:
'Only in recent years has much scientifically persuasive evidence emerged that interventions early in life can have long term impacts on crime and other social problems such as substance abuse." 12 'At a broader level, protective factors can be enhanced by strengthening the capacity of a community to intervene positively in the lives of children, and by building facilities or social structures that support involvement and attachment, that help maintain a civil society rather than an oppositional culture.' The Prime Minister's Task Force on Youth Homelessness says:
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'The Taskforce believes that prevention approaches work most effectively when directed to building resilient families and communities. Resilient families are those with access to the skills and resources needed to withstand individual stresses and conflict. Similarly, resilient communities are those that can pull together and share resources so as to provide a better response to those most in need.' 14 The Mental Health Promotion and Prevention National Action Plan says, for children aged 5-11 years:
' ... effective prevention of mental health problems can be achieved through: positive parenting, mental health promoting school programs that enhance life skills and resilience, foster a supportive school environment, support a school culture which links the community and school communities, that promote optimistic thinking, and which promote self efficacy and reduce aggressive behaviours.'
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Early life
The above strategies and programs emphasise the influence of early life events and nurture in childhood on outcomes in adolescence and adult life. Indeed, they frequently draw on the same research evidence. 18 There are five principles: a population focus, a focus on prevention, promotion and early intervention, working in partnership, reducing health inequalities and effective and sustainable action. 18 The NSW Department of Health proposes that this can be achieved through a Framework for Action divided into three streams for health improvement: healthier people, healthier places, and reducing health inequalities (Table 1) . 18 Thus state-sponsored public health takes a strong stand on community development and partnerships to improve health outcomes for the state as a whole.
CONCLUSION
There are political and social policy movements which aim to promote community development at the local level. These approaches offer real hope that socially excluded groups can be incorporated into modern public health. Many initiatives pivot around young people and their futures and can be regarded as true prevention and public health. As society deals with the existential fallout from modern life, these ideas should be seized by the public health community as a paradigm consistent with their health objectives, including the promotion of equity. Strong cooperation across disciplines will be required for implementation and research.
